A 20-year old Malay female presented with swelling at the angle of the mandible on the left side of 7 months duration. It was associated with neck discomfort, dysphagia and few episodes of aspiration. Examination showed a diffuse fixed swelling at the angle of mandible on the left side. It was non-tender and lymph node was not palpable. Multiple left cranial nerve palsies were elicited involving glossopharyngeal, vagus, accessory and hypoglossal nerves. Intraorally the left tonsil was medialized. A CT scan showed a left parapharyngeal tumour encasing the left carotid artery and left internal jugular vein (Figure 1 ). It measured 2.6 cm × 4.6 cm × 4.5 cm. The cerebral angiogram showed tumour blush which was not suggestive of a glomus tumour. The feeding vessel was from ascending pharyngeal branch of the external carotid artery. A CT guided trucut biopsy revealed a meningothelial meningioma. She underwent subtotal tumour resection (Figure 2 ).
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A parapharyngeal meningioma presenting as a neck mass and multiple cranial nerve palsies

Discussion
Meningiomas tend to occur intracranially owing to the presence of meninges. In some rare circumstances, it can be found extracranially mainly in the structures adjacent to the cranial cavity. Extracranial meningiomas represent 2% of all meningiomas [1] . The lesion can be primary in nature or extension from an intracranial origin.
There are at least four mechanisms to explain the origin of parapharyngeal meningiomas: (a) extracranial extension from an intracranial tumour by way of neural foramina, (b) extracranial growth from the arachnoid within the cranial nerve sheaths, (c) extracranial growth from ectopic or embryonic arachnoid cell rest, and (d) distant metastases from intracranial meningioma [2, 3] . The second and third mechanisms are more likely in this patient as the brain CT did not show abnormalities to suggest intracranial origin. Most of the parapharyngeal meningiomas are secondary from intracranial extension. Parapharyngeal space is an uncommon site for primary meningioma.
In cases of benign intracranial meningiomas, the completeness of the resection is the major prognostic factor determining the outcome [4] . As an adjunct treatment, external beam radiotherapy has been shown to control the residual microscopic disease after definitive surgery. In addition, radiation therapy is also used to control grade III meningiomas or as a palliative modality in inoperable or elderly patients [5, 6] .
